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Stress in NHS staff triggers defensive
inward-focussing and an associated loss of




Background: The aim of this case study was to examine the impact of Schwartz Rounds on staff wellbeing and
patient care.
Methods: A series of interviews were conducted with staff, regarding stress. The key themes, which were extracted
using Grounded Theory, were used to inform the development of a new measure, ‘The Organizational Response to
Emotions Scale’. This was administered at the beginning and end of Schwartz Rounds.
Results: Analysis of the results revealed a significant reduction in attendees’ appraisal of emotional labour and an
increase in reflection. This was associated with a reported upsurge in feelings of interconnectivity and compassion
towards colleagues. More traditional forms of individualised staff support were in contrast, viewed as unhelpful. In
particular, the offer of counselling sessions was resented by many staff because it carried the implicit message that
the problem arose from a deficiency or weakness within them. New performance management policies
compounded this problem and left many feeling blamed and punished for their stress. A referral to Occupational
Health was widely seen as an index of failure; a sign that they could not cope.
Discussion: Attendance at the Schwartz Rounds helped staff to recognise that their feelings were normal in the
context of a highly-pressured healthcare system.
Eradicating the stigma associated with emotional responses should help to improve organizational culture. It may
also help to address an emerging phenomenon that was identified within this study, namely that staff had begun
to hide their feelings from their managers. In the longer term, this could serve to mask the true extent of stress and
burnout within the NHS.
Conclusions: The findings suggest that Schwartz Rounds may indirectly improve the quality of patient care by
addressing the stress-induced cognitive narrowing and decline in empathy that precedes withdrawal; the process
that is a likely forerunner of dehumanization. An additional finding was that the line manager played an important
mediating role of containment. This, in turn, appeared to influence the level of support that staff provided to each other.
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Background
The focus of this study is Schwartz Center Rounds®, a
multidisciplinary forum for group reflection [105]. The
introduction will begin with an overview of the political
policy contexts that have driven the expansion of this
new form of staff support.
Schwartz Center Rounds, known as ‘Schwartz Rounds’,
in the UK, [22] were conceived by ‘The Schwartz Center
for Compassionate Healthcare’ in 1997. The centre was
founded two years earlier by a Boston healthcare lawyer,
Kenneth Schwartz, in the weeks prior to his death from
lung cancer. During his treatment, Schwartz noticed that
frontline staff varied in their ability to display compas-
sion towards him [100]. He concluded that the high
pressure environment of a hospital can ‘stifle inherent
compassion and humanity’ ([97], p.3).
The aim of Schwartz Rounds is to preserve the ‘human
connection’ in healthcare by providing staff with space
to reflect upon their work. Sessions last for one hour
and are open to all staff, clinical and non-clinical. They
begin with a panel presentation of stories which focus
upon a particular theme, for instance ‘the patient I will
never forget’. The discussion is then opened up to the
audience. Two trained facilitators encourage people to
focus upon their thoughts and feelings, rather than en-
gage in problem solving.
The expansion within the NHS
Schwartz Rounds were piloted in the UK by The Kings
Fund [46, 45] during 2009–2010. Their status was bol-
stered by the Francis Inquiry report [39] which recom-
mended them as a means to promote a sense of there
being ‘one team for the patient’ ([39], p.1397). Later
that same year, the government awarded a grant of
£650,000 to the Point of Care Foundation, the licenced
provider of training and support for Schwartz Rounds,
to expand the scheme (Department of Health, [29]). By
January 2016, they were being hosted by over 120 trusts
and hospices.
The organisational context
In 2014, the acute trust within which the author works,
failed its Care Quality Commission (CQC) inspection for
the first time [17]. Although critical care was rated as
‘good’, inspectors unearthed longstanding cultural issues,
including high rates of bullying and blame. They also
noted a damaging disconnect between the senior leaders
and the frontline staff. A series of ‘listening events’ subse-
quently conducted by the executive team, revealed that
staff also felt disconnected from each other.
The personal learning, which shaped the study
In 2014, 360° feedback, completed for the author’s leader-
ship training, highlighted that she had become progressively
more task-focussed, concomitant with increases in her
responsibilities. This had culminated in her withdrawal
from the team. The feedback served to raise the author’s
awareness of a hitherto unconscious and insidious rela-
tionship between her mounting stress levels and her in-
creasingly detached leadership style. She responded by
taking steps to ensure that she was more accessible to
her team. She also sought to improve the level of emo-
tional support for staff, by joining the steering committee
for Schwartz Rounds.
Observations during the Schwartz rounds
The author came to notice parallels between her experi-
ence of critical reflection and those who attend the
Schwartz Rounds. Hearing the self-disclosures of other
staff within the organization appears to trigger an epiph-
any for many attendees. They come to realise that their
experience of stress is not unique to them or their im-
mediate team, but is shared. Comments suggest that this
gives rise to an increase in compassion and ultimately, a
stronger collective identity.
Overview
Summary of the approach
This was an interpretivist study. The author conducted
interviews with members of her organization about their
feelings of stress. The findings were used to develop a
questionnaire, entitled ‘The Organizational Response to
Emotions Scale’ (Additional file 1: Appendix 1). This
was administered at two time points; the start and end
of the Schwartz Rounds. The aim was to capture shifts
in feelings or beliefs that might accompany a more col-
lective perspective.
Theories that have informed the approach
The study was informed by theories of emotional
labour [52, 60], and stress [54]. The author also drew
upon the social psychology literature, including work
on depersonalization [108] and dehumanization [18].
Aims and objectives
The overall aim of this study was to examine whether
Schwartz Rounds promoted the well-being of staff and
reduced the stress inherent in their work.
Objective one
To examine levels of staff stress in the author’s trust be-
fore and after the implementation of Schwartz Rounds.
Objective two
To examine the way in which staff describe their feelings
of stress, before and after their attendance at the
Schwartz Rounds. The findings will be considered in the
context of the implications for patient care.
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Objective three
To examine the way in which staff feel about their col-
leagues, before and after their attendance at the Schwartz
Rounds. Reported levels of interconnectivity may serve as
an index of withdrawal and ergo, hold significance for
patient care.
Case study structure
The case study will begin with a literature review on the
psychological defence mechanism of withdrawal, in the
context of healthcare. The methodology section details
the mixed methods approach that the author employed
in the study. This helped to reveal new insights into the
way in which stress shapes relationships between staff.
During the final discussion and conclusion sections, the
implications of the findings are discussed in respect of
wider organizational and political contexts.
Literature review
The psychological defence of withdrawal was first brought
to the public’s attention by The Francis Inquiry [39] into
Mid Staffordshire NHS Foundation Trust. Scores of pa-
tients died unnecessarily as a consequence of neglect. A
contributory factor was the behaviour of frontline staff.
Nurses were found to be preoccupied with activity and per-
formance data [27, 63]. Disturbingly, many had also be-
come detached from their caring role and appeared
desensitised to the needs of vulnerable people under their
care [13, 107].
Sir Francis concluded that the behaviour of the staff was
a manifestation of a toxic and dysfunctional culture [39].
At the heart of this lay systemic failures of leadership [88].
It emerged that managers had overlooked significant staff
shortages [14]. At the same time, they had routinely
employed pace setting and top-down techniques to ‘incul-
cate staff ’ [10] into prioritising organizational targets [25].
In a large number of cases, their methods had spilled over
into bullying and blame [2]. Francis [39] argued that sus-
tainable culture change would only be realized if the NHS
adopted compassionate and collegiate styles of leadership.
A subsequent report on patient safety conducted by Profes-
sor Don Berwick [11] echoed these sentiments. Berwick
concluded that leaders should ‘abandon blame as a tool
and make sure pride and joy in work, not fear, infuse the
NHS’ ([11], p.5).
The tabloid media initially overlooked the fact that
staff had suffered too and lambasted the nurses for
having ‘stopped caring’ ([23], p.1). Keen to allay the
public’s fears, the government hastily announced plans
to mandate compassion [113] and criminalise neglect
[9]. However, this response was later roundly criticized
for compounding the demonization of staff [109]. It
was also naïve because it served to address the symp-
toms of the problem, rather than the deeper cause.
The need to improve the quality of care is indisput-
able. However, as will now be illustrated, focussing vigi-
lantly upon the needs of people who use the NHS is
only one part of the solution.
A narrow focus upon the recipients of care
In October 2014, NHS England, under Sir Simon
Steven’s stewardship, published the much-lauded Five
Year Forward View [85]. The document highlighted
that the NHS remained too preoccupied with disease-
based care and needed to realign itself to focus on pre-
vention. It argued that the success of this would hinge
upon staff adopting person-centred models of care.
The central message is not in question. However, it
must be considered in the context of the fact that up
to 75 % of change initiatives within the NHS are
thought to fail to achieve their objectives [8]. A glaring
omission, which threatens to consign the Five Year
Forward View to the same fate, is that it did not ad-
dress whether frontline staff have the skills [93], emo-
tional resources and support to provide a higher
degree of relational care.
Staff within health and social care sectors are known
to experience significantly greater levels of work-related
stress, when compared to other professional groups [58].
The picture appears to be getting worse: figures released
under the freedom of information act in 2015, revealed
that absence due to mental health difficulties has dou-
bled in recent years [87]. This equates to a loss of 1.6
million working days [12] with an estimated cost of £2.4
billion per annum [92].
Exposing an organizational blind spot
In the same month that the Five Year Forward View [83]
was published, the CQC announced that they would be
transforming their regulation process (CQC, [17]). The
organization had faced criticism in the wake of the
Francis report that it was too ‘light touch’ ([15], p.1) to
detect a problem similar to that found at Mid Stafford-
shire [1]. The new framework, which was based on the
work of Professor Michael West at The Kings Fund,
awarded a higher priority to staff wellbeing and in-
cluded an assessment of staff engagement for the first
time [112]. This shift in focus, coupled with increasing
evidence that staff wellbeing is an antecedent, rather
than a consequence of quality care [70], helped to raise
awareness of the implications of staff stress at a policy
level [83].
In 2015, NHS England and NHS Employers responded
by launching a range of initiatives, including improved nu-
trition and fitness schemes [84] and a self-help ‘emotional
wellbeing’ toolkit [82]. Although these are a step in the
right direction, they do not go far enough. At the heart of
the problem is that they place the ‘locus of the
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disturbance’ (Balme et al., [4], p1) upon the individual. In
doing so, they fail to pay due regard to the role of wider
social and organizational issues ([66], Sawbridge, 2015:
Email communication); the key factors that were
highlighted within the Francis report [39].
This individualistic approach to staff wellbeing within
the NHS is unfortunately longstanding. In the 1980s and
following the advent of the internal market, mental ill
health amongst employees tended to be viewed as indica-
tive of ‘neurotic tendencies’ (Rose, 1982 cited in Bamber,
[5], p4). In recent years, attention has shifted to staff
members’ response to providing direct patient care.
The provision of care: the source of the stress?
The notion that nursing staff dehumanize and distance
themselves from those under their care was introduced by
the psychoanalyst Menzies Lyth, in 1960 [77]. Following a
four year ethnographic study within a teaching hospital,
she argued that nurses employed unconscious defence
mechanisms in order to cope with the ‘primitive anxieties’
([77], p.452) aroused as a consequence of working with
people who were ill or dying. Critically, she also asserted
that the ‘defence system’ (p.453) within the hospital, not
only failed to address the nurses’ anxiety but, by failing to
provide them with sufficient reassurance and satisfaction, it
also created secondary anxiety. Although the findings were
acclaimed by scholars within her field, they did not trans-
late into meaningful changes for staff. In 2009, Lawlor sug-
gested that this was because Menzies Lyth did not, ‘address
adequately what to do about it’ [the anxiety] ([64], p. 528).
A more contemporary theory of staff withdrawal, which
has achieved broader appeal, is that provided by the the-
ory of ‘emotional labour’ [52, 60]. This has been defined
as, ‘Supressing private feelings, in order to show desirable
work-related emotions’ ([76], p.4). A key tenet of the the-
ory is that service workers are routinely subjected to regu-
lation and control of their feelings, emotional expression
and personality [52, 60]. The control is asserted by man-
agers via the reinforcement of ‘display rules’ (Ekman and
Friesen, 1969, cited in [98]). An example of this would be
a nurse displaying patience and compassion, in the face of
incivility from a family member.
Over time, the mismatch between expressed and felt
emotions is thought to lead to ‘emotional dissonance’
[118] and ultimately, emotional strain. This, in turn, in-
creases the risk of burnout, characterised by feelings of
emotional exhaustion, reduced professional efficacy and
cynicism (Maslach et al., [74]). In parallel with Menzies
Lyth’s [77] ideas, staff are seen to withdraw from patients
and depersonalize or objectify them, in order to cope [47].
Emotional labour and Schwartz rounds
An important premise of Schwartz Rounds is that the
sessions promote compassionate care by supporting
staff with the ‘emotional aspects of their work’ ([105],
p.1). To date, this has however, proven difficult to evi-
dence. Although two pilot studies suggest that Schwartz
Rounds can yield improvements in compassionate care
[69] and team working [46, 45] these studies are beset
with methodological flaws and weaknesses and, as such,
are not seen as ‘robust’ ([71], p.2). This may pose a risk
to the future sustainability of this form of support. An-
other issue, as highlighted by Lloyd et al. ([68], p.182) is
that if we do not understand how or why an intervention
works, we are unable to ‘maximise its effectiveness’.
It is possible that a barrier to explicating what is hap-
pening within the Schwartz Rounds is the focus upon
emotional labour. Observations suggest that the theory
is not able to explain the depth of the changes that staff
report anecdotally. Another issue, which might under-
mine its applicability for healthcare more generally, is
that emotional labour does not capture the complexity
of the relationship between the provision of care and the
feelings of burnout that lead to withdrawal. The rela-
tionship is clearly not linear. Staff who have an insecure
attachment style [40, 65] and previous experience of
trauma [81] appear to be more vulnerable to burnout.
Moreover, wider aspects of organisational culture has
been found to play a much greater role in the develop-
ment of burnout, when compared to patient care [110]
or individual factors [49].
Lastly, the theory of emotional labour cannot account
for ‘interactive’ factors. As highlighted by Tang [103],
this encompasses;
‘…how the behaviour (and emotions) of the
different parties to the interaction, e.g. the manager,
colleagues and the recipient both interpret and
affect the emotional labourer and their performance’
([103], p.18).
As will now be discussed, emerging research suggests
that the therapeutic processes that are at play during the
Schwartz Rounds might be better explained by more
basic psychological model of stress.
Stress: the precursor to withdrawal
The experience of stress has been defined as:
‘The psychological and physiological state of a
person responding to demands that stressors in an
environment place upon them (i.e. strain) under
conditions where those stressors are perceived to be
threatening to the self and well-being’ ([54], p.355).
This quote is helpful because it draws attention to the
fact that an individual’s experience of stress is mediated
by their appraisal of it. This can be understood more
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clearly if we recognise that the primary evolutionary
function of stress is self-preservation [101]. What has
not hitherto not been recognised, although makes intui-
tive sense, is that this brings with it a reduction in com-
passion for others.
Psychologists have known for some time that anxiety
triggers changes in brain activation (Arnsten, [3]).
This apparent evolutionary survival response is adap-
tive in some circumstances because it leads to a
narrowing of focus, evidenced by improvements in se-
lective attention [96]. In 2015, Todd and colleagues
further elucidated this process, by demonstrating that
feelings of stress also heighten ‘self-focussed attention’
([106], p. 375) which, in turn, undermines perspective
taking. Converging research subsequently revealed
that this acquired egocentrism is associated with a re-
duction in empathy for others [73].
A possibly related issue, that does not appear to have
been addressed by the literature to date, is the feeling of
threat that might arise from the experience of stress it-
self. Evidence from mental health research suggests that
this is likely to be shaped by cultural perspectives [50].
People who are from ‘collectivist cultures’, such as China
([94], p. 13) tend to use situational explanations for hu-
man behaviour [75]. In contrast, individualistic cultures,
such as North America and Western Europe, are more
likely to emphasise ‘personal causality’ ([94], p. 13).
These differences are reinforced by the media [78].
This has relevance for the current study. It seems rea-
sonable to suggest that a situational appraisal of stress
would not represent a threat to personal identity and
therefore, may be less likely to trigger withdrawal. The
opposite scenario can be imagined for dispositional attri-
butions of stress.
Putative new theory to explain the benefits of
Schwartz rounds
Comments made by attendees at the Schwartz Rounds
indicates that hearing others’ self-disclosures helps them
to shift from dispositional, to more situational appraisals
of stress. They come to recognise that stress is normal
in the context of a highly pressured and often poorly
resourced healthcare service. This disconfirmatory evi-
dence helps them to challenge the beliefs that underpin
and maintain their withdrawal, for instance, ‘Everyone
else is coping; I am the only one who is struggling’. It
may also alleviate a potent secondary source of anxiety;
the fear of negative social evaluation [31, 32]. This self-
perpetuating process is outlined in Fig. 1.
Reduced empathy for others is considered to lie ‘at the
heart of dehumanization’ ([18], p.1). It is conceivable
that the increase in interconnectivity and compassion
that is reported by attendees of the Schwartz Rounds,
would translate into important benefits for patient care.
This is likely to operate indirectly. An improved sense of
cohesion should lead to an associated increase in social
Fig. 1 Putative model of Schwartz Rounds
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support and a concomitant reduction in anxiety. Over
time, this should result in fewer instances of withdrawal.
In the following sections of the case study, the author
will outline the approach that she took to exploring
these concepts.
Methods
The focus of the research was interpretivist. This
philosophical position argues that humans cannot be
measured in the same way as scientific matter. As
highlighted by Porta and Keating ([91], p.25), human
behaviour is ‘filtered by the subjective understandings
of external reality’ on the part of the people who have
agreed to be studied, but also by the researchers them-
selves. It is for this reason that a myriad of beliefs and
values can be reported, in relation to the same
phenomenon [48]. Interpretivists argue that only quali-
tative techniques permit the deeper and more complex
level of enquiry that is required.
The case study
An exploratory case study methodology was used in this
investigation. Case studies have been defined as ‘multi-
perspectival analyses’ ([104], p.1). This refers to the fact
that the researcher takes into account the statements
and viewpoint of the participants, but also of other rele-
vant people, and the interaction between them [35]. This
approach is particularly useful when an in-depth and
holistic analysis is required [53].
Exploratory case studies are useful when the inter-
vention being evaluated has ‘no clear, single set of out-
comes’ (Yin, 2003, cited in [6], p.548). This was
appropriate because the author did not have a clear
understanding of the sources of stress for staff. Fur-
thermore, no previous study had attempted to capture
changes in emotions and beliefs as a consequence of
attending the Schwartz Rounds.
The research process
As outlined in Fig. 2. the case study was conducted over
a seven month period.
Ethics
The research department in the author’s trust classified
the study as a ‘grey area’ project. She was required to
complete a mandatory application form (Additional file 1:
Appendix 2) and a research proposal (Additional file 1:
Appendix 3). The study was approved and signed off by
the Caldicott Guardian and the medical director of the
trust on 13 November 2015. It was approved by the re-
search department on the same day (Additional file 1:
Appendix 4).
Data collection
The author employed a mixed methods approach to data
collection and both primary and secondary data were
used. The term ‘mixed methods’ refers to a growing trend
within social and health research, to combine or integrate
multiple data sources within one investigation. Also re-
ferred to as ‘triangulation’, this process can help to corrob-
orate findings. It can also generate a deeper and more
complete understanding of the area of study [36].
The design of the study was ‘exploratory sequential’
[24]; findings from qualitative data collection were used
Fig. 2 Gantt chart depicting timeline of the case study
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to inform the development of a new instrument; the
ORES. The resulting data were then analysed using
quantitative methods.
In the following section, the process of obtaining the
secondary data will be outlined. The procedure for the
collection and analysis of the qualitative and quantitative
data will then be detailed respectively.
Secondary data collection
In November, 2015, the author met with the CEO of the
trust to seek his permission to access the staff stress data
for all clinical and non-clinical staff. He subsequently
contacted the occupational health department and pro-
vided his approval. The 2015 staff survey results were
downloaded from the Picker Institute Europe, via their
website on 23 February 2016 [90]. These were compared
with the 2014 results, published on 24 February 2015.
Qualitative data: interviews with nurses and healthcare
assistants (HCAs)
The author attended the nursing handover on an acute
ward within the hospital. She discussed the aims and ob-
jectives of the case study and the purpose of the inter-
views. She specified that the responses would not be
recorded and that interviewees’ identities would remain
confidential. The author took the decision not to record
the interviews on the basis of the high rates of bullying
within the trust. It is likely that staff would have felt
inhibited, had there been a risk that they could be
identified.
The author placed a poster in the nurses’ station which
detailed four interview dates. Two were on a Monday
and two were on a Friday. Many of the nurses and
HCAs work long shifts, either at the beginning or end of
the week. It was hoped that the separate sessions would
enable as many staff to attend as possible. The inter-
views were held in the staff room on the ward at 2 pm.
Staff had identified this as a quieter period for the
wards.
Interview questions
The nurses and HCAs were asked to discuss the follow-
ing issues:
1. You and your colleagues’ experience of stress.
2. The factors that help to reduce your feelings of
stress at work.
3. The factors that increase your feelings of stress.
4. Changes that the organization could make to
support staff wellbeing.
Analysis of the interviews
Principals of adapted Grounded Theory (Glaser and
Strauss, 1967, cited in [62]) were used to analyse the
data from the interviews. Grounded Theory is an in-
ductive methodology which supports the systematic de-
velopment of theory. This is in contrast to deductive
methodology, which uses pre-determined theories to
shape the analysis [115]. Grounded theory is helpful
when little is known about the area of investigation
[79]. It was therefore appropriate for the study of
Schwartz Rounds.
Coding and the generation of themes and categories
As detailed in Fig. 3, Grounded Theory involves several
important procedures. The initial step is to complete
‘open coding’. This required the author to scrutinise the
verbatim comments that she had noted whilst the inter-
viewees were speaking. Similar responses were grouped
by assigning ‘codes’ or labels to capture broad concepts,
for example, ‘A lack of consultation’.
In the second stage of the analysis, known as ‘axial
coding’, the author began to refine the data and identify
connections between the categories [30]. This was
achieved by the ‘constant comparative method’ [44]. This
is an iterative process which involves comparing all new
Fig. 3 Grounded Theory ([59], p.614)
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incidents, with those previously coded. Over time, this
enables researchers to cluster open codes around ‘axes
or points of intersection’ ([57], p.5). During the third ‘se-
lective coding’ stage, the author identified the ‘central
concept’: the core phenomenon that ran through all of
the categories (Glaser and Strauss, 1967, cited in [43]).
The risk of bias
Interpretivists acknowledge that researchers can never
truly put aside their biases and achieve impartiality
[95, 111]. With this in mind, Dobson [33] recommends
that the route to being an ethical researcher is to be
open about one’s values and motivations. This can help
to safeguard against personal prejudices which might
have a bearing on the interpretation of the data [99].
The author was conscious of the fact that the focus of
the study was inspired by her own personal experience.
This carried the risk that she would over-identify with the
data. In an effort to address this, she discussed the re-
search aims and objectives with her colleagues within an
action learning set. The feedback that she received focused
upon the differences between her and the interviewees.
This underscored the importance of viewing the themes
that emerged through their eyes, rather than her own.
Reflexivity includes the need to consider how we are
perceived. This includes ‘the context within which we
engage, as well as our role and specific mandate’ ([41],
p.41). Three of the nursing staff were known to the au-
thor, a factor that may have had relevance to the data
collection and analysis. It is also likely to be relevant that
she was more senior than the staff she was interviewing.
This factor might have inhibited some people. Con-
versely, others may have viewed her as having the power
to change working conditions and so may have over-
stated some points. She was mindful of this during the
coding stage of the research.
Quantitative data collection: the ORES questionnaire
The themes that emerged from the interviews were
used to develop a pilot questionnaire, ‘The Organisa-
tional Response to Emotions Scale’ (ORES). The aim of
the ORES was to determine whether it might be pos-
sible to capture and examine what was being stated an-
ecdotally by attendees; i.e. that the group reflection
elicited by the Schwartz Rounds led to changes in the way
that people felt regarding their stress. The components of
the ORES are detailed in Additional file 1: Appendix 5.
Procedure
A free lunch is made available to participants half an
hour prior to the start of the Schwartz Rounds. The au-
thor used this time to recruit participants. She handed a
written overview of the study to all attendees as they ar-
rived. This stated that the forms would only be seen by
the author and that the data would be stored on a secure
server. After 10 min, they were approached again to see
if they would be willing to complete the questionnaires
at two time points; the start and end of the Schwartz
Rounds. At the time of the study, the sessions were held
in a hospital site that was unfamiliar to the author. The
staff were therefore not known to her.
The ORES asks questions that could trigger feelings of
distress in some staff. With this in mind, the author pro-
duced a staff support information sheet which lists
sources of online and face to face emotional support. It
was also published on a ‘staff support’ section of the
trust website.
The author also asked the HCAs and nurses who partici-
pated in the interviews to complete the ORES. The ration-
ale for this was to gain a sense of whether their experience
of stress was representative of the wider workforce.
Analysis
The results of the ORES were analysed using the statis-
tical package ‘SPSS’. A repeated measures ANOVA was
used to compare scores before and after the Schwartz
round. The model also included an indicator for whether
it was the attendees’ first round, the length of time that
they had been in their role and the session attended.
Interaction terms were also included to determine
whether any of these factors were associated with the
degree to which scores changed after the Schwartz
Round.
Strengths and limitations of the methodology
The greatest strength of the methodology is that it per-
mitted detailed analysis of individuals’ experience of
stress. The fact that the ORES was administered immedi-
ately before and after attendance at the Schwartz Rounds
helped to control the risk of confounding variables,
thereby increasing the internal validity of the results.
One limitation was that the Schwartz Rounds were
held in a trust which had recently been placed in special
measures. This is known to be associated with an in-
crease in work-related stress [34]. It is possible therefore
that the staff may not have been representative of the
wider NHS workforce. An additional limitation was that
the interviewees were self-selected, raising the possibility
of bias [42]. Those who opted to attend may have been
the staff members who were feeling most stressed or
frustrated with the organization.
Results
Secondary data: staff stress data collected by
occupational health
As outlined in Additional file 1: Appendix 9, a total of
137 days was taken off in the 12 month period (January
to December 2014), with a mean score of 15. The six
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month data (April to December 2015) suggests an in-
crease in sick leave with a mean score of 20 days. This is
higher than the national average of 15 days for NHS
staff [90]. It is also represents an increase when com-
pared to the same period in 2013 (Additional file 1:
Appendix 10). As previously discussed, this may reflect
the impact of being in special measures.
Findings from the NHS staff survey
The 2015 staff survey results revealed some improvements
when compared to the previous year (Additional file 1:
Appendix 11). Staff reported improved levels of communi-
cation between senior management and staff (up by eight
points). The overall engagement score also showed an
increase from 3.51 to 3.66. However, rates of bullying and
harassment from other staff remained high (42 %). This is
much higher than the national average of 26 %.
An unexpected obstacle that came to light during the
course of the research was that it was not possible to ob-
tain sickness and staff survey results for individual hos-
pital sites. The author was informed that the data from
the multiple sites within the trust was pooled and that it
was not possible to tease it apart. Schwartz Rounds were
introduced to one of the hospitals as part of the Special
Measures Action Plan [19]. At the time of the study,
they had not been rolled out to other sites. The lack of
specificity in the secondary data meant that the first ob-
jective was not met:
To examine levels of staff stress in the author’s trust
before and after the implementation of Schwartz
Rounds.
Other initiatives that were introduced as part of the
action plan, including job shadowing by the senior exec-
utives, may have contributed to the improvements in the
staff survey.
Qualitative data
Interviews with the HCA and nursing staff
A total of 11 staff attended the interviews. Ten were
female and one was male. They were all white British,
with the exception of one nurse who was Asian Indian
in origin. Their ages ranged from 30 to 59 and their
mean length of time in post was 19 years (SD: 8.5-28).
Two were HCAs and nine were nurses.
The following section will present the five themes that
arose from the interviews. The results of the open cod-
ing stage of the analysis and axial codes and selective
codes are listed in Additional file 1: Appendix 12.
1) A lack of support and advocacy
Staff reported that their most significant source
of stress arose from the fact that they did not feel
considered, appreciated and supported. One senior
nurse noted ‘We’re a caring profession but no one
cares about us’. Leadership appeared to play a
critical role in this. Many felt that the ward manager
was too busy and under too much pressure to
offer them any support.
2) Ripple effects
There was consensus amongst the HCAs and
nurses that their role had become more stressful
in the past two years as a consequence of a rise in
incivility, aggression and verbal abuse from patients
and families. They linked this to high profile cases
of patient neglect and abuse that had been widely
reported in the media. The staff recognised that
this had left people feeling frightened at the
prospect of being admitted to hospital.
The lack of line management support appeared to
have important indirect effects upon how staff felt
about this shift. The ward manager had repeatedly
failed to address the problem with relatives; to ‘nip
it in the bud’. Conversely, she invested considerable
effort into avoiding complaints from patients and
families. This left the staff feeling that the patients
had all the power. It also served to compound their
feelings of not being valued or cared for.
‘It needs to come from the top- from the ward
manager. There needs to be values that are
modelled to families by her; i.e. this is how I’d like
my staff to be treated’
3) Interconnectivity and social support provides a
buffering effect
The relationships within the team appeared to
have an important buffering effect on the staff
members’ experience of stress. People reported
that the support that they received was the only
thing that made work ‘bearable’. Similar findings
were reported by the social psychologists, Haslam
and Reicher [55] following a study of group
behaviour. The authors found that a sense of
shared identity was associated with higher levels
of social support and that this helped individuals
to ‘resist the adverse effects of situational stressors’
([55], p.1037).
4) Occupational Health: from support to punishment
There was a consensus that changes in
performance management and sickness policies
in the past year had further eroded morale.
They had also given rise to an increase in anxiety
because the staff believed that the policies made
it easier for managers to terminate the contracts
of staff on competency grounds. One HCA noted,
‘If your manager refers you to Occupational Health
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(OH), it means that you have failed- it suggests
you cannot cope’. A nurse added, ‘A referral to OH
is like a punishment- I dread it’.
Importantly, this had led to a reported change
in behaviour. The staff stated that they avoided
discussing feelings of stress or ‘emotional problems’
with the line manager during their appraisals,
for fear that it would trigger a referral to OH.
They also admitted masking work-related stress
by reporting physical illnesses as the reasons for their
absence from work (such as a stomach bug). This is a
concerning finding because, in time, it could serve to
mask the true extent of staff stress within the NHS.
5) Inadequate support
The staff reported that there is ‘no such thing’ as
supervision within nursing. The same was true for
the HCAs. Furthermore, none of the staff had ever
been offered debriefing, following a death or
traumatizing experience on the ward. This was
juxtaposed with the fact that they often spend
12 hours a day with the patients. In contrast, allied
health professionals may see individual patients
only once a day, for an hour.
The principal source of emotional support offered
by OH is a referral for six sessions of counselling by
a private therapist; staff are matched with a therapist
closest to their home. This appeared to miss the
point for many of the staff who felt that the main
source of their stress arose from within the
organization. One nurse commented, ‘It sends a
message that there’s something wrong with you’.
Another pointed out, ‘I don’t need counselling’.
The obligation to ‘provide support and
opportunities for staff to maintain their health,
well-being and safety’ is the third pledge from
the NHS Constitution ([28], p115). The findings
indicate that the current provision of individualised
support is unhelpful. It is perhaps important to
emphasise that this is not specific to the NHS,
but is reflective of a wider cultural issue. Cooke
and Watts [20] recently cautioned, ‘Our society
increasingly sees suffering as an individual,
psychological issue with a technical fix’ ([20], p.1).
Unfortunately, the fact that staff appear to be
masking their stress in the wake of the new policies
is unlikely to help matters. Any apparent reduction
in work-related stress levels could give a false picture
about the effectiveness of the support that is currently
being offered.
6) The role of patient care
None of the staff highlighted frontline care as being
a significant source of their stress. One noted that
the patients were ‘the least of our worries’. However,
they recognised that their feelings of hopelessness
and low levels of engagement would have an effect
upon patient care. One nurse commented;
‘I tried to make things better at the start, but I’ve
given up. I don’t make any effort now- I’m just
coasting. That can’t be good for patient care; I’m
sure they pick up on it’.
Interpretation of the team interviews
Although the team did report emotional labour, as a
consequence of having to cope with incivility, the critical
mediating factor was the ward manager’s failure to sup-
port them. Essentially, she was not able to cultivate an
‘ethic of caring’ (Brady, 1999, cited in Northhouse, [86]).
This is known to be a critical ingredient in the develop-
ment of trust and cooperation.
Similar themes emerged during a study by Johnston et
al. [61] which tracked subjective and physiological rat-
ings of stress in 200 nurses over three shifts. The au-
thors discovered that both measures of stress were lower
when the nurses rated themselves as feeling appreciated,
valued and in control of their work. This was found to
be more predictive of stress, than the type of task per-
formed, including direct patient care.
The HCAs and nurses highlighted that the ‘frontline’
nature of their role meant that they were more in need
of support and yet, paradoxically received the least.
However, the lack of support should perhaps also be
considered in the context of what carers ‘bring with
them’ to the role (Hinshelwood and Skogstad, [51]). An
increasing body of evidence suggests that a high level of
compassion is born out of threats to an individual’s well-
being [102]. In particular, the experience of adversity
[67], socioeconomic hardship [102], and past emotional
wounds [26] have all been linked to the capacity to dis-
play ‘compassionate responding’; defined as, ‘concern for
the suffering or well-being of others’ ([102], p449).
A final important factor to consider is that the ex-
perience of previous adversity can give rise to ‘stress
sensitivity’ (Bentall, [7], p. 3). This link may add weight
to the ‘wounded healer’ theory (Jung, 1951, cited in
[80]); that painful life experiences contribute to desir-
able qualities, such as sensitivity and empathy, but also
fuel vulnerability [117]. This would appear to confer
special responsibilities upon line managers.
The second stage of the research; the analysis of the
ORES results will now be discussed.
Quantitative analysis of the ORES
Factor analysis
The ORES was designed to capture nine different com-
ponents, using separate scales. Each component incor-
porates four items or more. The author planned to
collect data from four Schwartz Rounds. Unfortunately,
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two were unexpectedly cancelled and only 55 forms
were completed. The number of subjects was too low
to perform a standard factor analysis. Therefore only
items which resulted in poor reliability were discarded.
Demographics
The demographic data is presented in Additional file 1:
Appendix 13. There was a lack of diversity amongst the at-
tendees. The majority identified themselves as female
(91.3 %), white (87.3 %) and heterosexual (98 %). Although
there was a good distribution of age within the range
20–59, only two were between the ages of 60–69.
Emotional labour
The responses to one item from the emotional labour
component of the ORES is worthy of particular mention.
As detailed in Table 1. there was no significant change
overall, in response to this question. There was also no
significant shift amongst those who had previous experi-
ence of attending the Schwartz Rounds. Interestingly
however, there appeared to be a significant interaction
between these two factors, meaning that the rate at
which the scores changed between pre and post-round,
differed between those with and without previous ex-
perience. For attendees who had prior experience of at-
tending Schwartz Rounds, there was only a marginal
decrease in their mean score on this question. In those with
no experience, the mean score decreased significantly.
The significant shift that appears to occur in the first
Schwartz Round may reflect the moment of ‘epiphany’
that is reported by attendees. This finding may hold im-
portant implications for future research because this
shift could be missed in more established Schwartz
Rounds.
Increases in self-reflection
The finding, detailed in Table 2. indicates that the at-
tendees reflected more about the emotional demands of
their job at the end of Schwartz Rounds, when com-
pared to the beginning. Self-reflection has been shown
to reduce feelings of emotional labour (Williams, [114])
and levels of self-criticism (Marin and Rotondo, [72]). It
is possible therefore that this would provide protective
effects against anxiety and withdrawal.
The results were less conclusive than anticipated. The
second objective was therefore only partially achieved:
To examine the way in which staff describe their
feelings of stress, before and after their attendance
at the Schwartz Rounds.
Feelings towards the line manager
In both Schwartz Rounds, there was a general shift to-
wards feeling more negatively towards the line manager.
As outlined in Table 3. this reached statistical signifi-
cance on one item related to instrumental aspects of
leadership. Another item, relating to managers’ ability to
provide support for emotional issues, was suggestive of a
trend in a similar direction. Anecdotal reports indicate
that the opposite pattern is seen with regards to peers;
attendees discussed feeling more interconnected with
and compassionate towards their colleagues.
The reflections of the attendees, coupled with the
pilot data, ensured that the third research objective
was achieved:
To examine the way in which staff feel about their
colleagues, before and after their attendance at the
Schwartz Rounds.
Stress as a precursor for the depersonalization
of colleagues?
A compelling observation was made during the second
Schwartz Round. The panel discussion had focussed upon
the incivility and bullying that is endured by ‘unseen’ staff,
such as blood technicians. A recurring theme, which ran
throughout many of the subsequent reflections, was that
clinical staff had limited awareness of the pressures facing
their non-clinical colleagues. One doctor noted that this,
coupled with a stress-induced ‘narrow viewpoint’, cultivated






Mean(sd) Mean(sd) Mean(se) Mean(sd)
In my experience, frontline
care work involves providing
a high level of emotional
support to people who are
frightened or distressed.
6.6 (0.7) 6.3 (0.8) −0.3 (0.1) 0.033
Table 2 Increase in self-reflection
Pre-round Post-round Post-pre p-value
Mean(sd) Mean(sd) Mean(se) Mean(sd)
I take time to reflect upon
the emotional demands
of my job.
5.6 (1.3) 5.3 (1.4) −0.4 (0.2) 0.057
Table 3 Shifts in items related to the line manager
Pre-round Post-round Post-pre p-
valueMean(sd) Mean(sd) Mean(se)
My line manager is only
interested in my performance
(i.e. tasks achieved or
processes completed).
3.1 (1.7) 3.7 (1.9) 0.6 (0.2) 0.012
My line manager avoids
discussing emotional
issues with me.
3.1 (1.5) 3.5 (1.6) 0.4 (0.2) 0.055
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unhelpful and inaccurate labelling, i.e. ‘They have taken a
long time to produce those results; it is because they are
incompetent/lazy’. Hearing the stories of the panellists
appeared to correct these cognitive distortions.
This can be explained by findings from the social
psychology literature. Humans are known to project
their anxieties onto the ‘outgroup’ [56], which in the
context of this case study, is people within other depart-
ments or wards. We also have a tendency to explain the
negative behaviour of those within outgroups as reflect-
ing shortcomings in their personality. This is known as
the ‘ultimate attribution error’ [89]. To return to a point
discussed at the start of the case study, and as
highlighted by the doctor within the Schwartz Round,
this may be underpinned by the stress-induced self-
directed focus [106]. Another way of viewing this is that
stress contributes to decrements in mentalization; ‘the
capacity to envision mental states in self and others’
([38], p. 23). This is depicted in Fig. 4.
Interpretation
The fact that the Schwartz Rounds appear to address
cognitive distortions that underpin the feelings of dis-
connection between staff, whilst improving feelings of
compassion, is likely to have important implications for
patient care. The author anticipates that this would re-
duce incidences of withdrawal and help to tackle the
tendency for silo working in the NHS. This is known to
have an indirect impact upon patient care because it
poses a barrier to effective team working [116].
Further research is required to determine whether con-
tinual attendance at Schwartz Rounds provides a preventa-
tive factor against anxiety and withdrawal. Figure 5 details
the way in which this might be realized.
Fig. 4 The role of mentalization in dehumanization and projection [37]
Fig. 5 Amended Schwartz Round model
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Team ORES results
Ten out of the 11 staff who attended the interviews, com-
pleted the ORES. The results were compared with the
data collected prior to the Schwartz Rounds. Notwith-
standing the low sample size, highly statistically significant
differences were found between the two groups. The team
respondents rated themselves as experiencing consider-
ably higher levels of burnout (< 0.001) and emotional
labour (< 0.001), when compared to the Schwartz Round
attendees. They also reported feeling significantly more
negative (0.001) about the organization.
Analysis of the component ‘support from the line
manager’ also revealed marked (0.01) differences. The
team rated their line manager much more negatively
(M = 46.0, SD = 3.2) than those attending the Schwartz
Rounds (M = 55.4, SD = 15.4). Interestingly, the team
data also revealed a relatively strong negative correl-
ation between the line manager component and the be-
liefs regarding the level of care shown to staff by the
organization (r = 0.65, p = 0.06). This indicates that as the
respondents felt more negatively towards the manager,
they also felt more negatively towards the organization.
Further correlational analysis was conducted to compare
the team data with those who had prior experience of the
Schwartz Rounds and separately, with those for whom it
was their first attendance (Additional file 1: Appendix 14).
The differences persisted, suggesting that the differences
could not be attributed to a possible prior benefit of at-
tending the Schwartz Rounds.
Item-level analysis revealed further important differ-
ences between the two groups. As detailed in Table 4,
correlations were found between the item ‘I would be re-
ceptive and supportive if others within my team talked
openly about the emotional impact of their work’ and
the item, ‘I feel safe and supported to discuss the emo-
tional impact of my work on my team’. Analysis of the
Schwartz Round groups’ responses revealed a statistically
significant positive correlation between these items. This
suggests that those who were most open to supporting
others in their team (M = 6.3, SD = 0.8) also tended to
feel safe and supported to self-disclose (M = 5.4, SD =
1.3). In contrast, there was a very weak correlation
between these two items for the team respondents. Al-
though they rated themselves slightly higher (M = 6.5,
SD:0.5) than the Schwartz attendees in terms of the level
of support shown to colleagues, they rated themselves as
feeling less safe to share their feelings (M = 4.6, SD = 1.9).
A final disparity was in the correlation between the
items, ‘I would be receptive and supportive if others
within my team talked openly about the emotional im-
pact of their work’ and ‘I avoid discussing the emotional
impact of my work with my team, for fear that people
will see me as weak or emotionally unstable’. A statisti-
cally significant negative correlation was found for these
items, but only for those with prior experience of attend-
ing the Schwartz Rounds. A similar strength correlation
was found for the team data but it failed to reach signifi-
cance, due to the low sample size. The correlation for
those with no prior experience of attending the Schwartz
Rounds was, in comparison, much weaker.
The possible link between the team and those with
prior experience of attending the Schwartz rounds is
that they have been exposed to work-related stress in
others which may have helped them to normalise it. The
team have observed this in their line manager, whereas
the Schwartz Rounds attendees have been party to the
self-disclosures of their colleagues within the wider
organization.
Discussion
The team results came as a surprise to the author. The
nursing and HCA team were ostensibly cohesive. She
had assumed that this afforded them some protection
against stress. However, their feelings of being unsafe
meant that they were not able to trust their colleagues
sufficiently to open up to them. An important mediating
factor in this was that the ward manager did not have
the capacity to be ‘psychologically present’ [16]. Her in-
ability to provide containment for the team appeared to
be an important source of their stress.
Unfortunately, the way that the team coped with their
stress may well have served to compound it. Although
the expressed intention of the staff members was to help
each other, their reticence in self-disclosing effectively
Table 4 correlation between emotional support items
I would be receptive and supportive if others within my team talked openly about the








r (p-value) r (p-value) r (p-value) r (p-value) r (p-value)
I feel safe and supported to discuss the emotional impact
of my work within my team
−0.11 (0.760) 0.42 (0.001) 0.36 (0.041) 0.34 (0.046) 0.37 (0.003)
I avoid discussing the emotional impact of my work with
my team for fear that people will see me as weak or
emotionally unstable
−0.42 (0.226) −0.33 (0.014) −0.28 (0.122) −0.41 (0.013) −0.34 (0.007)
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reinforced the model of coping modelled by the ward
manager; that emotions should be repressed and hidden
away. This epitomizes the problem with the psycho-
logical defence of withdrawal. Although it might be help-
ful in the short term by reducing feelings of stress, it is
damaging in the longer term by virtue of the fact that it
reinforces ‘large blind spots in awareness’ ([21], p.224).
The author believes that this problem may be addressed
by the Schwartz Rounds. The fact that the sessions start
with a panel discussion is likely to be helpful for staff
who do not feel safe to self-disclose; it means that they
do not have to take this leap themselves.
Conclusions
The findings from the case study suggest that attendance
at the Schwartz Rounds was associated with increased
feelings of interconnectivity and compassion amongst
staff. An important antecedent for this appeared to be
the self-disclosures of other staff. Attendees reported
that hearing the accounts of their colleagues prompted
them to reconsider attribution errors that they had
made. It also enabled them to recognise that their feel-
ings were experienced by others; that they are normal.
Pilot data from the ORES indicates that the Schwartz
Rounds may also give rise to increases in self-reflection
and reductions in feelings of emotional labour.
Further research is required to determine whether
Schwartz Rounds yield indirect benefits for patient
care. Mediating factors are likely to include improve-
ments in team working, an increased sense of commu-
nity amongst staff and a strengthening of their
psychological attachment to the organization. The role
of healthcare leaders in providing emotional contain-
ment to staff also merits further investigation. Particu-
lar attention should be given to the training and
support that is needed to equip leaders with skills in
this area. Specialist knowledge of psychological pro-
cesses and group dynamics is likely to be an important
prerequisite.
Limitations
The author acknowledges the following limitations to
this study:
 The lack of a control group prevents firm
conclusions from being drawn. It is not possible
to exclude the possibility that other large group
interventions might produce similar outcomes.
Two features of the Schwartz Rounds distinguish
them from more traditional group approaches and
would need to be controlled for in future research.
Firstly, the sessions commence with emotive stories,
told by a panel consisting of staff within the
organization. Aside from the apparent role of this
in addressing attribution errors, this may also
operate to normalise emotion and encourage self-
disclosures. Secondly, reflections by the attendees
are prompted and guided by two trained facilitators.
 One limitation of the ORES was that it did not
ask attendees whether their line manager was
present and moreover whether they contributed
(provided a self-disclosure or a reflection) during
the Schwartz Round. This may have helped to
elucidate the finding that people tended to feel
more negatively about their line managers by the
end of the sessions. Further research is needed
to explore this. One possibility is that it reflects
an element of projection. This could arise from
a process whereby attendees re-categorize them-
selves as the ‘in-group’. In this scenario, non-
attending managers would then come to be
seen as the ‘outgroup’.
 A more fundamental problem was that the number
of people who completed the ORES was small,
meaning that the study was insufficiently powered.
This increases the likelihood that some of the
differences were due to chance. The author plans
to use the findings to inform new research
hypotheses and the design of a more robust study.
 The sample also lacked diversity. Future studies
would need to recruit a more representative sample.
 A test-retest study is required to validate the ORES.
This would be necessary to ensure that it is a reliable
tool, with limited within-person variation.
 To protect the confidentiality of the interviewees,
the author was the only person to code the
interviews. However, to reduce the risk of bias, this
should have been performed by a second researcher.
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